Barbara Loomis cantly between discharge and follow-up. Measurements of selfperception of health showed a positive relationship to life satisfactzon. Impllcations for occupational therapy stressed that new methods of delivering service be considered.
A great deal of concern about the quality of care is reverberating across the health sector. Social, political, and economic forces are prompting the assessment of health delivery systems. Health care as a right has recently become a major issue. Society is beginning to demand good heal th care, the government is exerting its influence on quality control, and the purchaser of heal th services expects reasonable assurances that adequate care is being provided.
There is a growing need and interest among the health professions to define and assess the quality of service being offered. Recognizing the right of the consumer to high quality health care, occupational therapists must make certain that the full benefits of professional know ledge are being applied effectively to the needs of the consumer. Although occupational therapists are unanimous in pledging commitment to quality care, there is a dearth of scientific studies substantiating outcome of care.
Quality in medical care can be identified by the eva Iua tion of structure, process, and outcome (I) . Structure deals with physical facilities and equipment. administrative organization, and qualifications of health professionals. Process includes management of the care of the patient/client. Outcome refers to end results in terms of health, performance, and satisfaction. A further dimension of outcome, namely impact, implies that the emphasis of health care should be on the impact of health services on the lives of those receiving itand on their contribution to society (2) .
The very nature of occupational therapy is goal directed and implies that judgments related to quality must be based on measurable outcomes (3). Katz and others used recovery, restoration of function, and survival as measures of outcome (4) .
Proximate outcomes measured while the patient is receiving treatment, or shortly thereafter, do not have the problems associated with long-range outcomes. By the same token, proximate outcomes do not permit direct assessment of the end results of treatment as determined by health status and ability to function. However, ideally, final outcome is correlated with proximate measures (5) . One study (6) used The purpose of this study was to measure the quality of care through an outcome study. Donabedian's frame of reference to outcome was em ployed, using both proxima te and longer-ranged outcomes as measurements (I). Because health care is concerned with the quality of life in general and takes into account social as well as ph ysical health factors. emphasis was placed on health care rather than on medical care. The objectives of the study were to examine:
I. The amount of change, as measured by Acti vi ties of Dail y Li ving (ADL), between admission interview and discharge summary 10 occupational therapy.
2. The amount of change. as measured by Activities of Daily Li ving, between discharge and followup.
3. The amount of change in other objectives within the domain of occupational therapy service, between discharge and follow-up interview; for example, return to work, school, homemaking, or volunteer duties.
4. The relationship between the client's perception of health and life sa tisfaction as a measurement of the quality of his or her life at followup.
An assessment of the quality of care is significant in studying the impact of occupational therapy programs, determining the needs for these programs, and postulating changes necessary to improve them. Such an assessment becomes relevant both to practice and to education in that it has implications for judging the effectiveness of therapist preparation as well as for the appropriateness of the mode and the pattern for delivery of this particular health service.
Methodology
Subjects. A total of 534 patients seen in the University of Illinois Occupational Therapy Clinics between January I, 1968 and April I, 1970, were subjects of two measurements: one taken during the initial occupational therapy interview, and
The American Journal of Occupational Therapy 583 semantic differential items, including: Boring-Interesting; Miserable-Enjoyable; Hard-Easy; Useless-Worthwhile; Lonely-Friendly; Empty-Full; DiscouragingHopeful; Tied down-Free; Disappointing-Rewarding; Doesn't give me much chance-Brings out the best in me; Dependent-Independent; and Burden-Help. Another quesion, rated on a scale of I to 7, measured the patient's perception of his or her health.
Results
The measurements on ADL between admission to occupational therapy and discharge were compared with a cross tabulation analysis to show change toward independence or dependence. Changes were submitted to statistical testing using McNemar's Test for Significance of Change (8) . These results are summarized in Table I . which shows significant changes toward independence in Eating, Dressing, Grooming, Toileting, Transfer, Use of Telephone, and Walking. Table 2 shows the results of contrasting discharge scores with follow-up scores on Activities of Daily Living. Only three items-Dressing, Toileting, and Transfer-met the .05 level of significance, with a change toward independence. Thirteen of the 86 subjects in the followup study received occupational therapy (OT) treatment post-discharge, while in the judgment of the occupational therapist, 122 of the 534 needed OT post-discharge. Only 18 referrals were actually made postdischarge. All 86 qualified as deficient in ADL, unable to work, or a combination of the two at discharge.
It was difficult to compare other psychosocial objectives from discharge to follow-up because the data were collected only from the A third measurement was taken 7 years later using home visits or scheduled outpatient visits. Because of the follow-up study's focm on achieving self-care independence and pursuit of meaningful activities, only those patients who were dependent in ADL and/or were unable to pursue' work or other activities at discharge, 86 out of the 534, were sought for the third interview.
Procedure. Initial interviews and discharge summaries were compared to measure outcome on ADL, and chosen for greatest applicability for affecting the eventual adjustment to a social role. Items measured included: Feeding, Dressing, Grooming, Toileting, Transfer, Use of Telephone, and Walking. An activity was assigned a I if done independently by the patient without physical or psychosocial assistance from any other person, a 0 if not independent. A third measurement of ADL taken on 86 patients provided a longitudinal study related to outcome. Other psychosocial objecti ves, for example, plan to return to work, school, homemaking, or volunteer duties versus actual return, were also contrasted betwet>n discharge summaries and followup interviews.
Measurement of the patient's perception of the quality of his or her life was restricted to one question in the third instrument used from the Michigan Quality of Life Study (7) . The patients rated themselves using a 7-point scale on 12 two sample sizes of N = 534 and N = of a si ngle add iti ve sc re for each Discussion 86. However, descriptive statistics_ person on the 8 remaining it ms, The ignificant changes toward inshowed some interesting findings: which accounted for 85.5 percent of dependence on all seven ADL it m Six percent fewer of the follow-up the variance. Hereafter this single between admission and discha ge group returned to school than had score will be referred to as the Index precl udes happening by chance. planned at di charge; 18 percent of General Affect.
With occupational therapy the inmor returned to homemaking than Percentages of answers on the tervening variable, the results sughad expected to; there was an in-self-ratings generally clustered on gest a favorable r lationship as a crease of 20 per ent of those return-the higher end of the scale, toward result of the occupational therapy ing to work above predischarge ex-optimum ratings of higher satisfac-intervention. pectation. Whereas only 3.2 percent tion with life. with 30 to 53 percent Between dis harge andfollow-up expected to be unable to resume selecting the highest rating. There only three ADL items-Dressing, their activities, 9.3 percent of the was, however, a relatively high clus-T oileting, and Transfer-were signiffollow-up group were not able to tering (an average of 13 percent) on icantly changed toward indepenresume their activities. Of the 34 number I, the lowest rating-a low dence. In the group that was folwho did return to a job any time perception of the quality of life.
lowed, only 18 were referred and post-hospitalization, 24 (27.9%) were Rated on a 7-point scale, results only 13 received occupational therworking for pay at the time of the of the survey of the pa tient's percep-apy treatment post-discharge, follow-up interview; 16 (18.6%) were tion of health' showed 60 percen t of whereas the interviewers felt that unemployed.
the ra tings' cl us tered on the four 122 out of the 534 at dis harge Of the 12 semantic differential highest rzttings, whereas 22 percent needed further therapy, his shows items used in the self-rating of the rated perception of their health at a definite breakdown in the delivery quality of life in the follow-up the lowest level. There was a posi-of occupational therapy service, interview, .~ ;~ems were eliminated tive correlation between the Satis-and points out the need for finding after figuring intercorrelations fol-faction with Health Measurement more effective ways to achieve treatlowed by factor analysis (see Table and the Index of General Affect, ment goals, either through better 3). This elimination permitted use 0.2986, significant at the .003 level.
referrals or through a more radical
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There was a high correlation between the Satisfaction with Health Measurement and the Affect Index, showing a significant relationship between health and life satisfaction. If occupational therapy purports to contribute to the quality of patients' lives, due efforts should be made to find ways of achieving this goal.
The results of this study suggest that more effective ways must be found if occupational therapy is to remain a viable service and that more effective total health care follow-up by all appropriate health professionals is needed. No longer can we be satisfied with crisis intervention. Since occupational therapists have a great deal more to offer tha t could affect the q uali ty of patients' lives in a positive manner, a way must be found to deliver that service.
There is no easy solution to this problem. Some therapists have found the answer to better referrals post-discharge by assuming responsibility for filling out the necessary forms and going to the physician for his or her signature. This takes a certain working relationship between physician and therapist, but it has been successful for many. Continuing education for physicians on this subject is another solution, calling for constant effort by the therapist. Another alternative is for the occupational therapist to collaborate with the social worker to develop the necessary referral system.
As for treatment post-discharge, there are additional problems related to patient availability, thirdparty reimbursement, and sponsorship of treatment teams. Home health care services, increasingly available in some communities, and provided by the hospital or by private entrepreneurs, have brought occupational therapists one step closer to the community in which their clients live. Therapists who find themselves constantly vying with other professionals for time with the patient within the institution might find contacts at home or in community settings a distinct advantage; therapists may discover that hel ping patients adj ust to their disabilities can be more realistic in their own home settings.
The hospital-based therapist could assume the initiative in referring clien ts to these agencies. In the long run, a working relationship could be developed between the hospital therapist and the home health therapist to assure continuity of del ivery of services. Recognizing that patients are usually discharged from an acute care setting before occupational therapy treatment goals can be fully achieved and that the patient's home setting can be a stimulus for achieving ADL goals, therapists may find this approach particular! y useful.
In these days of escalating hospital costs, it is likely that efforts to detain patients in hospitals while wecompleteouroccupational therapy goals will become even more the exception than the rule. Outcome studies showing the results of efforts to make patients independent in self-care and otherwise able to pursue a meaningful occupation cou ld com plemen t cos t-effecti veness studies in convincing third-party payers that subsidizing occupational therapy services after hospitalization would produce real savings in the long run for them.
Summary
A study of 534 patients measured on 7 ADL items at admission and discharge from occupational therapy showed a significant change toward independence on all items measured.
A follow-up study 7 years later of 86 patients in ADL showed a significant charge toward independence on 3 items. Because of the follow-up study's focus on achieving self-care independence and pursuit of meaningful activities, only those patients who were dependent in ADL and/or were unable to pursue work or other activities at discharge were sought for the third interviews.
Self-perception of health showed a positive relationship to the quality of life. Implicalions for occupational therapy service were discussed.
